I
nflammatory bowel disease (IBD), consisting of 2 main forms -Crohn's disease and ulcerative colitis-is a chronic inflammatory disorder of the gastrointestinal tract with periods of remission, during which time there are few or no symptoms, and periods of relapse, during which time increased inflammatory activity leads to increased symptoms. Increased disease activity is associated with symptoms such as abdominal pain, bloody stool, diarrhea, fever, weight loss, and loss of appetite. Current literature suggests that there is an intricate relationship between IBD, anxiety, and depression. Psychological distress induces alterations in gastrointestinal inflammation that may be mediated through changes in the hypothalamic-pituitary-adrenal axis function, 1,2 alterations in bacterial-mucosal interactions, 3 mucosal mast cells, 4 and mediators such as corticotrophin releasing factor. 5, 6 Furthermore, a population-based Canadian study reported that the risk of a flare-up increased more than 2-fold when patients with IBD reported high levels of perceived stress in the preceding 3-month period. 7 In addition, IBD itself may lead to increasing anxiety and depression. An epidemiological study of health records among U.K. residents found higher rates of treatment for anxiety and depression in the first year after diagnosis of IBD than among residents without IBD. 8 Furthermore, meta-analysis studies suggest that inflammation may play a role in the pathophysiology of major depressive disorder with findings of increased levels of inflammatory markers in this population, such as C reactive protein, tumor necrosis factor-alpha and interleukin-6. 9,10 Therefore, based on studies suggesting a correlation between psychological distress and negative health outcomes, there is a need for appropriate recognition and management of psychological distress in patients with IBD.
Identification and management of psychological needs plays an important role in patient health outcomes, such as affecting their ability to process clinical information, 11 treatment adherence, 12 and satisfaction with medical care. 13 The importance of addressing psychological factors in the clinical care of patients with IBD has been highlighted by studies correlating increased psychological distress, such as anxiety and depression, with increased disease activity [14] [15] [16] and decreased quality of life. 17, 18 However, there is limited evidence to demonstrate that IBD patients' psychological needs are accurately being identified and addressed. Gastroenterologists play an important role in managing psychological distress in patients with IBD by identifying and thus providing adequate information and basic emotional support to patients and their relatives. Moreover, they can offer additional psychosocial support to patients who are highly distressed and who receive poor support from their social network.
The purpose of this study was to assess how well gastroenterologists could assess the level of anxiety and depression in patients with IBD during consultation, and how often gastroenterologists addressed patients' psychological concerns.
MATERIALS AND METHODS

Patients
Study patients were drawn from all outpatients diagnosed with Crohn's disease and ulcerative colitis, aged 18 and over, followed at the IBD outpatient clinics at Mount Sinai Hospital in Toronto, Canada. Patients were recruited through convenience sampling. All subjects were asked to provide written consent before commencing the study.
Gastroenterologists
At the outset of the study, all gastroenterologists specializing in IBD working at the Mount Sinai Hospital IBD outpatient clinics were provided a study information sheet stating the aim of the study and provided written informed consent. Gastroenterologists were asked to conduct their outpatient consultations as they normally would.
Materials
Patient Questionnaires
All patients completed a questionnaire in which they were asked to provide information about their sex, age, education level, marital status, and employment status. They were also asked to rate the current severity of their IBD on a Likert scale from 0, "the best my disease has ever been," to 7, "the worst my disease has ever been." Hospital Anxiety and Depression Scale (HADS) is a 14-item self-assessment scale used to detect cases of anxiety and depression among patients. The instructions asked patients to "fill in responses to reflect how they have been feeling during the past 7 days." Examples of items assessing anxiety include "Worrying thoughts go through my mind" and of those assessing depression include "I feel cheerful." Responses are scored from 0 ("not at all") to 3 ("most of the time"), indicating the strength of agreement with each item. Scores for each subscale (anxiety and depression) range from 0 to 21, with scores between 11 and 21 indicating a probable clinical disorder. The HADS has been shown to have good sensitivity and specificity in identifying cases of psychiatric distress as detected by the Structured Clinical Interview for DSM-IV. 19 Gastroenterologist Consult Review Questionnaire A 4-item questionnaire created for this study aimed to measure the gastroenterologist's perception of the patient's perceived level of anxiety and depression on a 4-point Likert scale. Gastroenterologists were asked to rate the current degree of anxiety and depression they believed the patient was experiencing from 1, "not anxious/depressed," to 4, "severely anxious/ depressed." Furthermore, gastroenterologists were asked if any of the following actions were taken during the consultation with respect to the patient's mental health: no further action, discussed anxiety/depression with the patient, communicated patient's distress to the patient's family physician, psychology/psychiatry referral, or other. Please refer to Table 1 to review the questionnaire.
Method
Once written consent was obtained from the patients, they were provided with a demographics, clinical severity, and HADS written questionnaire to complete in a quiet area. The consultation with the gastroenterologist then proceeded as normal. Immediately after the consultation, the gastroenterologist independently completed the Gastroenterologist Consult Review Questionnaire.
Analysis
Data were analyzed using the Statistical Package for Social Sciences (SPSS, Chicago, IL). Descriptive statistics were used to describe the study population and kappa statistics (interrater agreement for categorical items) were used to assess gastroenterologist-patient agreement as a whole, thus comparing all patients' HADS scores with all the gastroenterologists' Likert scale ratings in regard to the patient's level of anxiety and depression. Receiver operator characteristics were used to examine the sensitivity and specificity of gastroenterologists' ratings compared with the criterion of the HADS score being 11 or greater.
ETHICAL CONSIDERATIONS
Ethical approval for the study was provided by the Mount Sinai Hospital Research Ethics Committee. All patients and gastroenterologists were asked to provide written informed consent before commencing the study. No identifying data were collected.
RESULTS
Recruitment
Four male gastroenterologists were asked to participate in the study, of whom 3 provided written consent and were recruited. An average of 20 to 30 patients were recruited from each of the gastroenterologist's clinic. Table 2 provides a summary of gastroenterologist demographics.
Eighty-five patients were asked to participate in the study, of whom 75 (88%) provided written consent and were recruited. None of the recruited patients withdrew from the study. Reasons cited by nonrespondents included not feeling well enough to participate, time pressures due to participation in other research studies, and unavailable reading aids such as glasses.
Patient Characteristics
Forty men and 35 women with IBD completed the study. The mean 6 SD age at diagnosis was 25 6 12 years (range 9-57), and the mean 6 SD subjective assessment of IBD severity by patients at the time of the study was 3.1 6 1.6 (range 1-7). Twenty-one patients (28%) had a history of previously diagnosed anxiety and depression. Tables 3 and 4 give a summary of patient demographics.
Psychological Distress: Patient Ratings
The mean 6 SD HADS scores were 7.8 6 4.9 (range 1-19) for the anxiety subscale and 4.8 6 4.1 (range 0-18) for the depression subscale. Subscale scores of 11 or greater were categorized as probable cases for anxiety and depression. These categories identified 23 (31%) probable cases of anxiety and 8 (11%) of depression. Table 4 gives a summary of patients' self-reported scores.
Psychological Distress: Gastroenterologist Ratings
Gastroenterologists filled out a 4-point Likert scale assessing patient anxiety and depression levels. For the purposes of analysis, when a gastroenterologist deemed a patient to be either "1 ¼ not" or "2 ¼ mildly" anxious/ depressed, this was categorized as an unlikely case, whereas a judgment of "3 ¼ moderately" or "4 ¼ severely" anxious/ depressed was categorized as a probable case. Therefore, of the 75 cases, the gastroenterologists assigned 11 (15%) probable cases of anxiety, 7 of which were correctly identified, and 5 (7%) probable cases of depression, 3 of which were correctly identified. Table 5 illustrates the agreement between gastroenterologists and patients, and the correct assignment of cases in each category.
Agreement Between Gastroenterologists and Patients
Agreement between gastroenterologists' and patients' ratings was measured using the kappa statistic. The kappa values for anxiety and depression were 0.32 and 0.41, respectively. Using the criteria suggested by Landis and Koch 20 (,0.00, poor; 0.00-0.20, slight; 0.21-0.40, fair; 0.41-0.60, moderate; 0.61-0.80, substantial; 0.81-1.00, almost perfect), the kappa values were in the fair agreement range for anxiety and at the border of fair-to-moderate agreement for depression.
Receiver operator characteristic analysis indicated that for anxiety, the area under the curve was 0.70 (P ¼ 0.003, 95% confidence interval ¼ 0.58-0.79) and provided a sensitivity of 32% and a specificity of 92%. Thus, the rate of false positives from the gastroenterologist's decisions was 8%; however, the rate of false negatives was 68%. For depression, the area under the curve was 0.85 (P ¼ 0.001, 95% confidence interval ¼ 0.75-0.93), providing a sensitivity of 42% and a specificity of 98%, thus giving a false-positive rate of 2% and a falsenegative rate of 58%.
Action Taken After Identification of Psychological Distress
Analysis of consultation outcomes showed that gastroenterologists took further action in only 8 of the 16 patients (50%) in whom they had assessed to be anxious and depressed; 5 patients had a discussion with the gastroenterologist, 2 patients had a discussion and a letter was sent to their general practitioner, and only 1 patient was referred for further psychological assessment and treatment.
DISCUSSION
This study suggests that gastroenterologists may experience difficulty in accurately identifying clinically significant anxiety or depression in patients with IBD; only 32% and 42% of probable cases of anxiety and depression were identified in the consultation, respectively, meaning a large number of distressed patients were not identified. Previous literature [21] [22] [23] suggests that some of the possible reasons for poor concordance between the gastroenterologists and patients include physicians' interviewing techniques being characterized by directive and closed questions, premature advice, and a neglect of psychosocial issues, thus discouraging patients from disclosing their psychological state. However, gastroenterologists were better at detecting depression compared with anxiety in this study; previous studies have suggested that this may be due to greater availability of mental health specialists, such as psychologist teams at tertiary care centers, 24 and better detection of emotional cues in certain populations, such as female patients. 25 Nevertheless, for patients who do show emotional cues, studies 26 have shown that doctors frequently do not respond to emotional cues provided by their patients during consultation. Though many physicians experience time pressures during consultations, studies have shown that consultations tend to be longer when emotional concerns are not addressed. 26 However, studies have shown that providing education and guidelines in appropriate skills can significantly improve recognition of psychological distress. 27 Given that psychological distress can negatively impact patients with IBD, these current findings may have significant implications for patient care. The findings of this study suggest that only a small number of patients receive further management for psychological distress related to their IBD. When gastroenterologists identified patients experiencing significant anxiety and depression, further action to address such distress was taken in only half of the cases. Most commonly, this took the form of discussion with the patient during the consultation. Furthermore, during the period of the study, only 1 referral was made to the hospital psychiatry service. Reasons cited in literature for low psychiatry referral rates include fear of stigmatizing individuals, 28 ,29 lack of physician training or knowledge in the ability to appropriately recognize signs of distress, 30 and feeling that patients would dislike a psychiatry referral. 31 This low rate of implementing action in relation to patient distress would seem to be an area where patient care could be improved. Interestingly however, meta-analysis studies show mixed results regarding psychotherapy for patients with IBD, with cognitive behavioral therapy showing generally consistent benefits and stress management interventions showing only modest benefits in regard to reducing anxiety and depression. 32 Nevertheless, further research is required to ascertain which factors influence a gastroenterologist's decision to refer patients for further psychological assessment, whether the patient is receiving appropriate psychotherapy, and whether psychotherapy is having a positive impact on the patient's mental health.
The Distress Assessment and Response Tool (DART), a psychosocial clinic questionnaire for cancer patients, suggests that routine administration of psychometric screening tools, such as the HADS, could improve detection of common psychiatric disorders. 33 As such, tools use responses directly from patients, and they may provide a more accurate indication of their psychological state than an impression gained by the physician during a busy clinic. It is possible in this study that as part of routine practice, some patients were asked directly about their psychological well-being and others were not. However, this study suggests that the HADS screening tool should be used to identify patients' evolving concerns not just at the beginning, but throughout their illness. Further studies could include reassessment of physician detection rates after implementation of the HADS screening tool across all IBD outpatient clinics at Mount Sinai Hospital; this will allow for screening tool quality improvement by measuring changes in detection rate and also allowing for further possible refinement of the HADS for the IBD patient population.
This study had several limitations that need to be considered in interpreting the findings. Firstly, results of this study were based on a relatively small sample of 75 gastroenterologist-patient consultations with all the gastroenterologists being male; thus, differences in psychiatric screening or detection between male and female gastroenterologists were not evaluated. Furthermore, our sample was restricted to patients attending a specialist clinic in a tertiary center, which could imply more severe disease status and management problems that could predispose patients to distress. Thus, findings may not be representative of all individuals with IBD or all gastroenterology outpatient clinics. It is also possible that those patients with severe anxiety or depression were less likely to participate, leading to an underestimation of prevalence. Because of privacy regulations, it was not possible to ask patients their reasons for not participating. However, these reasons were noted when voluntary explanations were provided. Moreover, it is possible that the patients in this study did not disclose any cues to the gastroenterologists, and thus, the absence of distress from the gastroenterologists' perspective was correct. Having an observer watching the consultation for cues of distress may have been helpful in this respect. Finally, the gastroenterologists in this study were aware of the objectives of this study, thus potentially causing them to be more vigilant than normal about assessing for possible anxiety and depression. However, accounting for this would mean that the true rate of detection would have been lower than was observed. Future studies could include taking patients with IBD with known anxiety or depression and having their symptoms rated by blinded gastroenterologists, or a retrospective study correlating patients' HADS scores with their medical records for mention of psychological symptoms or management.
Nevertheless, this study supports the contention that patients with IBD experience significant levels of psychological distress, and that this is currently not particularly well recognized or managed by their treating physicians.
